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Introduction

The Maryland Cancer Fund
(MCF) provides Cancer

Treatment Grants to eligible
organizations for low-income
Maryland residents.

http://phpa.dhmh.maryland.gov/cancer/SitePages/mcf home.aspx
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Who Can Apply

« Eligible Organizations are:

« Local Health Departments

« DHMH CCPC-funded
cancer screening programs
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and Mental Hygiene

Semeen - ANMAO Can Apply (cont.)

« Eligible Patients:
= Are Maryland residents

= Have a family income less than 250% of the
federal poverty level (See
http://familiesusa.org/product/federal-poverty-
guidelines for the current federal poverty
guidelines)

« Have a finding of cancer or a finding suggestive
of cancer within 6 months of the application date

Prevention and Health Promotion Administration
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http://familiesusa.org/product/federal-poverty-guidelines

Grant Awards

and Mental Hygiene

« Grant Awards are used to pay:

« Health Insurance Costs

- Any health insurance policy

- For deductibles, coinsurances, copays
= Direct Costs

. For cancer diagnosis and treatment

- Up to $20,000 for direct costs
= Indirect Cost

. For additional expenses

= Up to 7% of direct costs
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Grant Awards (cont.)

« Award Period

« 1 year

« Established in Standard Grant Agreement
« Award Avallability

« Funds are limited

= Contact MCF Coordinator BEFORE
submitting application

Prevention and Health Promotion Administration
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Fund Avallabllity

« MCF is funded solely by donations
« Donation levels vary

= [Total # of Grant Awards are based upon
donation levels

= If the applicant receives Cigarette Restitution
Funds (CRF) allocated for treatment of
targeted cancers, the CRF funds must be
exhausted or obligated prior to applying for
the MCF

Prevention and Health Promotion Administration
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Application Process

1. Contact MCF Coordinator for fund availability
a. Call (410) 767-6213 or emaill
sandra.buie-gregory@maryland.gov

b. If funds are available, then you will receive a grant
number to continue (The application must be received
within 30 days; If not, the funds will be released)

c. If funds are unavailable, then further instructions will be
provided

Prevention and Health Promotion Administration
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Application Process (cont.)

2. Complete MCF application (For instructions
http://phpa.dhmh.maryland.gov/cancer/Shared%?2
ODocuments/MCF%20Application%20lnstructions
%20and%20Policy%20Manual 5-15-
14%20FINAL.pdf)

3. Submit signed Standard Grant Agreement

Prevention and Health Promotion Administration
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http://phpa.dhmh.maryland.gov/cancer/Shared Documents/MCF Application Instructions and Policy Manual_5-15-14 FINAL.pdf

Application Forms

1. Organization Application
2. Cancer Treatment Application

3. Proof of Income or Statement Certifying No
Income

4. Proof of Residency

Prevention and Health Promotion Administration
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Application Forms (Cont.)

5. Physician Letter — Certification of Diagnosis
6. Cancer Treatment Plan and Budget

/. Certification

8. Consent Form

9. Fiscal Budget Forms (DHMH 432 A-H)

Prevention and Health Promotion Administration
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1. Organization Application

« Form DHMH 4682

« http://phpa.dhmh.maryland.gov/cancer/
Documents/Form 4682.pdf



http://phpa.dhmh.maryland.gov/cancer/Documents/Form_4682.pdf

Organization Application -

r)c-pa”i'nnro.r'n'l of Health

and Mental Hygiene I O rm

CANCER FUND

Name of Contact:

Name of Organization/Entity:
Address

Fhooe Number

Fax Number:

Email Address:

Name of Individual Patient Requiring Cancer Treatment
Date of Birth
Cender:

County of Residence:
Type & Stage of Cancer:

Pleaze complete the following chechlizt for enclosures:

Completed MCTF Cancer Treastient Apphcation, along wathy.
Proof of health insurance pohicy, 1f apphcable
Proof of residency elimibility
Proof of annual fanuly mmcome or notanized statement of no
moowms
Physicran letter (on plivsacian’s letterbead confinmung wdivadual
diagnosed with cancer, teatment for cancer, or finding suggestve of
cances, date of diagnosis or treatment, specialty, medical iconse
ournbees )
Treatment Plan and Budget
Certification
Consent
Fizcal Budget Forms DHMH 432 A -H

tion and Health Promotion Administration
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2. Cancer Treatment

Application

« Form DHMH 4683

« http://phpa.dhmh.maryland.gov/cancer/
Documents/Form 4683.pdf




MARYLAND

I)Lp artment of HL alth

W CANCER FUND

PLEASE COMPLETE ALL AREAS OF THE AFPLICATION, Pages 1-3
(If some areas do not apply. please mark “not applicsdle™ ar “N/A™)

Inserectons:

PAGE L. CY | — The patieas memst provads proof of Marylaad rosidancy fior &
maathy prior 1 the applicaten dats. Plesze provide 2 copy of ONE of the fallowing decuments
doplsying pasent’s same AND current bome sddress:

* Moarylend Drver's Licensa

*  Marylssd Stes [desficaton Card

o Lsase or Roonl Apsemenr

* Peoperty Tax Bill

*  Motor Vebicls

* Paycheck or Seob wesh Full Nams and Heome Addmcs

= Usilisy Bill

= Vewnr Regissnnos Card

* W2 Seatement (svead nat move San 12 months ag0)
HEAI TH INSURANCE- The panesr may have any health msurance ar the time of
sppbcation aad may remads insured during the tune of service delivery

PAGE ). ANNUAL FAMILY INCOME - The patieat must have wn asssal family ncerse of sot more
thaa 250 percent of the federal poverty guidelines Please fist the total smount received &om all
sowrces of incemss befors tesss 2 withbald
FINANCIAL ELICIBILITY
Please provide a copy of ONE of the fol 2 & playing patient’s zame AND
csrrent bome sddress

¢ Mot Recent Pay Senbs - Mast be for nwo pays m 2 row o mwo pays in the szme moath

* Mot recent iscome tax returs

o Mast recemt W-2 form

¢ Secial Security Zatifement Lecter ~ The Sacial Secunnty Admimstvatios sands this by
il sach fagmary It Bty the amount the patiem will receive each momth

¢ Netarized Statement - If the patant 15 sot workang, S stmsment sbould v hat B
petsat is sot working and does met havs say mcoms, or that the patisst kas sot kad axy
iscotse s the pest € menths This s a legal & and st be pod ead vipmad
by 2 petary public. (See sample patient’s statement DEMH Form 4685).

PAGE3:  PATIENT ACREEMENT - Piease raad carefully b S appt is 2 lagal docmeat
The patiast’s um 4. (1) the St $e patisot mads are rus; (2) Se MCF has
the patisnt's permisics o verify the patiest’s formation peovided. asd () Ge spasizstos
applying oo bebalf of the patent ha: e patent’s penmnsice 2 releass regaoiing the
petant’s sedical, €& £: 0 s Se MCF

INFORMATION CONTAINED IN THIS APPLICATION IS CONFIDENTIAL

By RO | o Bwvand 115 2030000

Cancer Treatment Application

Maryland Cancer Fund
Cancer Treatment Applcanon
(Pagelold)

PATIENT INFORMATION (Plesce type or prist clearty)

Naine —_
ot pX4
n--n--EDEDCE]DC] Sex: (] 2 Maritad ] Sepurmred
Y [ Fexmis Devarced
NMixmed
g.“mﬂlﬂ BS@.%M
Ushosonas Wideued
Chiock all shat pply-
Rance: Wihate Panewt Corvendy Employed: [ Yes [
Black or Afcan Amenican I yos, placs of
Arican Indinn o Alndha Nasive o z—b“:th'ﬁ\' s
Nasve Eawnsisn o Othr Pacific Jdmder yoe. place of 5
OOser(Specidyy = ¥eployed bow long?
Homne Addre::
Namiber. Towet ' PO Bax
Cirylous San Zp Code Comry of Faudsocs
Marylend Resident: (] Ve [ Mo
Home Phose /
Work Phoas: / / hDDDD
EMERGENCY CONTACT
Law e
Addres:
Felhitembip to Patient- [(JSpouse [P [JGEE [ OSa Speahy)
Coutact Perzon for Orgasizancs Apphying:
Name: = CCICVOCICCI00C]
Feu Lant
HEALTH INSURANCE
Do you have any heelth msurancs” T Yas = Ne jon
E You thes kst carres, )15
oy [ BN 3T Beayeee (13T TOUE 15



M A m y ,\JD

Cancer Treatment
S i Application (cont.)

Naryland Cancer Fund Maryland Cancer Fund
Cancer Treatment Applicason Cancer Ireatment AppScastion
Fage2ef?) Puge 3o 3)
ANNTAL FAMILY INCOME- Tis tonal eceived per year frocs all sowrces of incoms befors taxes ars withheld
. — PATIENT AGREFENENT
.n—.-t::c-(.)}‘;-m M (Pleaze read cavefiully bafore zigningi
lv.,'_.,.‘..‘l- e e |8 o paibre Ove Db O 1 certufy that all the mformanon on this form 15 rue, comrect and complete. I understand that
e Skl bt :”T_‘ e any falue statesents would subject me to pepaltve: under State Law and would result 1o 2
i | B Ove Che Oa denual of gramt eligibadity
et mecwrm wtin Vont s i
ey i | — | Ove Dhe Ows T authorize the Maryland Department of Health and Mentzl Hyziene_ Center for Cancer
——— AT e JERE Surveallance and Comtrol, Marviand Cancer Fund (MCF) to venfy any mformation providad
i ' g:— ¢ e-_u- e Ova by me on this form I wll prowvide proof of any mforanon on tas form as requured by the
[Yasier Chld Suppiement TR | Vo T — MCF
OF Wiitonnd ot in Svseeietd | ¥ :"‘ s e.." e Oue
e = — = 1 agree to allow the
Eb— D-.- Orarer s g:.._ :*T_ — l:lr: (= O s CH Yeans ul Orvpastsatiin
: Nou - | Vg Y08 i o= ) the medical financial mowance mfonmation dng my cancer treatment and
C‘ﬁ:— Ove e O to release TegAr \
S s gu: ' w0 e the Maryland Department of Health and Mental Hygiene that adnunisters the Maryland
At Yoty Tt -
v o Cancer Fund.
e |-l ¢ o
Y ) Youts Twnd
e D [psse ’ n"'; . Ué' = 2o = B
T e ' [y ey ——r Name of Comac Parecn 2 Crmumanon Apphaag
(s Prim e Ty
FINANCIAL ELICIBILITY P ———— ¥ T — T ————
To detamzns your Soaacl ity for s we meed to collecr % - wd n_.gs...--..< .v:‘-......v,.
pT—— MusT ACHED - lYnmuhﬂ = ﬁo&m
putwcw Forma, Soaﬂmlm—l- 2 smsivacs of 2 gy sl 0 6 row or 2 pans 1o S sase mael or
2 omrmed lecer st “No Incsme xad No Ensploymens™ can be mbsrmed) Do o Agplicesco OfSce Phooe of Comtac Persos
FAMILY COMPOSITION
mu;nupdmmmmhwum_mn- Inchede
g who e Ay secspdergo . “""‘: 0 Sl 40 S0 st W 2o . N 0 pudant B 3 RETURN COMPLETED MCF AFPLICATION TO:
Afarviend Cancer Fand
AGE | EELATIONSIP TOTATIENT Miariund Doparrimse: of Hecih aad Mioacal B chvme
201West Precamn Sorewe. Roam 306
Balsmore. Marylaad 21201

For questos, plesce C8ll (410) 7672293

=) O I R [ -—E

T CONT. ; ATION n
Toial number of peaple in faily, inchil O INFORMATION CONTAINED IN THIS APPLICATION IS CONFIDENTIAL B

Forws CROVO| @) (M et L1277 0006

B (RIS ) (Moo (13721 04 L6



PIMARYIAND b 3. Proof of Income

and Mental Hygiene

= Proof of annual family income:

= Most recent income tax return

= Most recent W-2 form

= Pay stubs for two consecutive pays or two pay within the
same month

= Social Security entitlement

« NOTE: When a copy of the applicant’s most recent income tax
return is submitted as proof of income, the form must be signed,;
or if filed electronically, the electronic filing verification form must

be attached.

Prevention and Health Promotion Administration
July 2015
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Statement Certifying

NOo Income

« For patients with no income

« Notarized letter stating that the
iIndividual is not working and has no
Income

« http://phpa.dhmh.maryland.gov/cancer/

Documents/MCF%20Updated%207.201
3/N0%20Income%20 Form 4685.pdf

|||||||
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http://phpa.dhmh.maryland.gov/cancer/Documents/MCF Updated 7.2013/No Income _Form_4685.pdf

MARYLAND |

r)c.p.unnuu of Health
and Mental Hygiene

Income - Form

STATEOF MARYLAND

%) DHMH

) Maryland Department of Health and Mental Hygiene
Mtz O'Maliey. Guvsno - Asthiooy O Brown. Lt Govemer - Joshus M. Sharftan M D . Seawxy

Preveation and Health Promorion Administration
Michells Spencer, M5 Drurecsar
Dozus Gugsl, MHS, Dwpaty Dirscior

Duwcion, Mamiial and Clll Health Buws

. Duwctec. misctious Divesre Dusess

Chffend 5 Mirchall. MS. NMD. NPR. Mmbsm_'dmh-n
Donald Shell MD, MA. Direcrer. Cancer snd Ohwanit Disense Duresn

e D Mazszzo. BN, B3N, MPE, Ac
Debonk B McGrader. MPHL

N
Marviand Cancer Fund - Cancer Treatment Grant
1 , arate thas:
1 am not exployed at thas nme and recerve no unemployment compensanon, sappast, of 1come of any kand 1 hve
wnth my (parents, frend, relative efe ) and recerve only room and baard | recenve
Chack all thar apply:
L No Food Stamps

Yeu No Cach Assistance Teenporasy Cak Assistace TEMA
Yes No Hounng Allowance (voucher)

(Panwent Siznature) (Date)
Netary Ackaowledgement
STATE OF MARYLAND )

)5S

On_______ boefore me the underapoed, 2 Notary Pabix in and for saod County/City and State,
persomally personally known to me or proved to me oa the bania of

appeared
satisfactory evidence to be the persan whoss name 12 subscnbed o the wathn mastrument and acknowdedped that
be/she sxeruted the sama

Subsciibed and sworn to before me (s day of 20
Witness wy band and official Seal

Notary Peblic 1 and for sud CommtyCaty and State
Notary Puble
Diase
My comnsizion expies oo _

201 W Preston Seeer. Baltonoes. Monyiand 1150
SI0-287874)  Tax 4l0-535-5098
Toll Free L 377000 DEMH TTY for
Manded Palay Service 1-800- 7352258
Webd T iy -
Foom DHVE 4685 Revised 0330013)

FOON Colvers Somer, &* FL Saltimore. Marvland 21207
S0-7974207 « Prx 410-A85-85 55 * TDD for Dusbied 410-3 5 L4800
Toll Free §- 3003580001 - TTY fax

Sniod Raley Sevisce 1-800-7352258

Statement Certifying No

rention and Health Promotion Administration
July 2015
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MALAD] 4. Proof of Residency

and Mental Hygiene

= Show residency for at least 6 months prior to the application
date

= Proof of current Maryland residency
= Maryland driver’s license or State identification card
= Lease or rental agreement
= Property tax bill
= Motor vehicle registration
= Pay check or stub with name and home address
= Utility bill
= Voter registration card
- W-2 Statement issued not more than 12 months ago

Prevention and Health Promotion Administration
July 2015
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and Mental Hygiene

MamiaD), 5. Physician Letter

= A letter signed by the patient’s physician
« Written on the physician’s letterhead

= Letter must:;

= Confirm the patient’s cancer diagnosis or the patient is being
treated for cancer or the patient has a finding suggestive of
cancer

= Confirm the date(s) of diagnosis or treatment

= Contain the physician’s full name, address, specialty and
medical license number

Prevention and Health Promotion Administration
July 2015
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o PRAYSICIAN Letter (cont.)

and Mental Hygiene

« http://phpa.dhmh.maryland.gov/cancer/Documents/M
CF%20Updated%207.2013/Physician Letter.pdf

NOTE: When a current recipient of a Cancer Treatment Grant
IS diagnosed with or has a finding suggestive of a second
cancer, the organization administering the grant must seek
approval for coverage of the second cancer.

Prevention and Health Promotion Administration
July 2015
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http://phpa.dhmh.maryland.gov/cancer/Documents/MCF Updated 7.2013/Physician_Letter.pdf

aeecen - PRYSICIAN Letter - Form

and Mental Hygiene

(Tusert Letterhead)

Physician Letter
Certification of Diagnosis

Date

Physician s Full Nause
Adidress

Specaalty

Medical License Nunbes

Denr Maryland Cancer Fund Coardimator

Thais Jertet is 1o cenify thar

(FParseut Naque

lins been diagnosed with .on
(Type of Cancer) {Daee of Diasmosas)
OR
U isbeimgtreatedfor ,and began tresmemton
{Type of Cancer) Date of Treotuent)
OR
hay a finding suggpestive of and peeds 1o obtam a cancer diagnosss

(Type of Tanicer)

Sincerely

Physicin’s Signature

Prevention and Health Promotion Administration
July 2015
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6. Cancer Treatment Plan and

Budget

« Form DHMH 4684

« http://phpa.dhmh.maryland.gov/cancer/
Documents/MCF%20Updated%207.201
3/Cancer_Treatment Plan _and Budget

Form 4684.pdf



http://phpa.dhmh.maryland.gov/cancer/Documents/MCF Updated 7.2013/Cancer_Treatment_Plan_and_Budget_Form_4684.pdf

Cancer Treatment Plan and

I_)cpa}l,l,',',é",l of Health

CANCER FUND

Cancer Treatment Plan and Budget

Name of Orgaruzationy/Entiry applyng for Grant

Patient Name Date of Buth

Diagnosts. Date of Dragnosis:

Comments

Treatment Plan fom to Prunary Treatng Physician’s Name

{date) (date)

Procedure and Frequency of Treanment | Dare Anricipared Esnmared Costrs Basis for cocrs
(Medicald rare, HSCRC-regulared
rate, or MHIP rare)

| Sub Total for Iveatment
Indirect costs

(Maxinmm of 7%6)

Total Requested
(Treatment + Indirect)

Focsn DFAVH 4¢84 (Rarctend 03 313000)

Prevention and Health Promotion Administration
July 2015
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/. Certification

« Form DHMH 4681

« http://phpa.dhmh.maryland.gov/cancer/
Documents/MCF%20Updated%207.201
3/Certification Form 4681.pdf



http://phpa.dhmh.maryland.gov/cancer/Documents/MCF Updated 7.2013/Certification_Form_4681.pdf

Certification - Form

and Mental Hygiene

We. the Apphcont and Grantee of the MCF Cancer Treatment Grant, further certify

=\
] V r d st
m CANCER FUND - »
Ihe patient meets the residency. ustrace and meotme requirenients

of the Maryland Cancer Fund program.

Certification For Non-MHIP applicants: We shall resmburse the provider(s). (or if
. . " . R we ate a provider then we will accept) an anouut not greater than the
As the Applicant and Grantee of the Marviand Cancer Fund (MCF) Cancer Medicaid or HSCRC- rezulated rate (if applicable) for medical
Treatment Grant, we certify that the award will not be used to supplant any procedures performed

existing funding for cancer treatment of this ixdividieal patient

s We will retain all records pertamang 1o this grant award for 3 years
Ovganization Name: unless directed by the Maryland Department of Health & Mental
Hyvaiene to retaim longer

Patient Name:

- X . ; We will maintam, as confidential, all medical and financial
We do not receive auy ofher fnding for payment and/or reimbursement for the mformation pertaming to the paticat, their treatment and husher
patient’s cancer treatment family z
(that s, either we do not receive any other fimding for paviment o g
reimbursement for mn cancer treatment achivinies OR we recetve fmdmg for
payment or reimbursenmwent of cancer treanment but that fiuxling is expended
or obligated to other individuals for thas Fiscal Year)

I certify that we are (check all that apply)

A Marviand Local Health Departnsent
A cancer screenmg program fimded by the Maryland Department of
Mental Health anxd Hygeene, Center for Cancer Prevention and
Control
Breast‘Cervical Cancer Program
Cigarette Restitution Fuaxl
Baltimore City Centess for Disease Control and Prevention
Colorectal Screenmg Demonstration Program
Maryland Cancer Fund Cancer Early Detection Secondary
1 Prevention Grantee

We do recerve other funding for payment and'or cenmbursement for the
patient s cancer treatment as listed below. but still request MCF fumds:

Source Tutle or Activity Amount Peniod for Activities

e Other:
Rationade for nead for MCF Fuixds
Estimated costs of cancer treatment exceed available funding for
Paymeant Siguature of Contact Date
Other
Name of Contact (Print) Name of 'Oigailrlzavl 101
Tores IO deS (evemd EXTI8EY) Foom DV 4551 (Reioet £19U911 otion Administration

July 2015
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8. Consent

« Form DHMH 4686

« http://phpa.dhmh.maryland.gov/cancer/
Documents/MCF%20Updated%207.201
3/Consent_Form_ 4686.pdf



http://phpa.dhmh.maryland.gov/cancer/Documents/MCF Updated 7.2015/Consent_Form_4686.pdf

Department of He:
and Mental Hygiene

CANCER' FUND

Consent Form for Treatment
[Program] [Health Department]

Ihe Maryland Deparnment of Health and Meutal Hygiene (DHMH) distributes grants for the
Maryland Cancer Fund to the [Program ] The funds for this program are provided by the
Maryland taxpayers who donate money through the state income tax check off system

You must read, sign and dare this form so that [Program] may pay for your [fypeé of
cancer] treatment or diagnostic workup.,

* I authorize doctors and other medical providers {including laboratonies and radiology
facilities) 1o give the results of my screening(s). laboratory test(s), surgical consultations
biopsy(ics), cancer size and stage, treatment recommendations (if applicable), and/or
operations related 10 cancer screening diagnosia, and trearment to the [Program] |
further authonze doctors and other medical providers to gave fo the [Program)
information from my medical history about past cancer screenings, diagnoses, and
results I also authornize the [Program] to chare medical mnformation with the DHMH

= Tundersiand that if [ am found to nced more tests to diagnose a finding suggestive of
cancer identified dunng diagnostic services the [Program] will pay for these tests nsing
the Maryland Cancer Fund - Cancer Treatment Grant

*» [understand that the [Program)| will pay for future visits, tests, and procedures o treat
my [1ype of canceér] under the Maryiand Cancer Fund — Cancer Treatment Grant funding
to the extent of available funds—Sfamount of award]

e Tunderstand that iof [ need addinonal tests or treatment that cost more than the S[amount
of award). the [Program] will not be able 10 pay for these services A doctor. hospital,
of other caze progra may bill me for tests o1 eatent.

e Tunderstand that the information I provide and the results of my [fype of cancer] tests or
treamment will be kept confidennal by the [Program] and the DHMH Information will
be used for statistical. clinical. and program management purposes oaly. I may inspect,
amend. and correct the information on my records  Informanon will not be disclosed
agam 10 others except as allowed or required by Marviand or Federal law.

This consent form 15 valid for one year from the date ir is signed. I have read the abour
statemnents and agree (o them.

1 and Health Promotion Administration
July 2015
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9. Fiscal Budget

« Form DHMH 432 A-H

« http://dhmh.maryland.gov/SitePages/sf
gacct.aspx

istration
July 2015
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http://dhmh.maryland.gov/SitePages/sf_gacct.aspx

MARYLAND

I‘)cparlnrlcul of Health
and Mental Hygiene

Fiscal Budget — Forms

DHMH 432 A, B, C

STATLOF WARLLUD
[EPARTMENT (F SEALTH ASDMIVEAL HVUENE HROGRAM DT PROGRAM BUDOET
HIWAY SERVICES CONTRACT FROPOSAL 2 ESTIMATED PERFORMANCE MEASURES
PROGEAM ADMINISTRATION
L Veobe [hnaiee GEANT NUMBER DATE SUEMITTED !
ees — \ " a1
CONTRACT PERIOD: FISCAL YEAR PROCKA (REATEATION NIRRT HE:
Orperare ORGANIZATION: THONE v FSCALYIAR CONTRACT PERIDE: SUTMITTED:
STREET ADDRESS = CRGANIZATION PHONE NUMEER
Aty CTTY, STATE. COENTY e ADORESS: ®_
PROGRAN TITLE G —
PROGEAM TITLE
o o b Lo CHARGEABLE SERVICES (Y'X) THMH FROVIDES 5% OR MOKE OF FUNDING (Y] 2
Conct P Teipher FOR DHMH USE ONLY
\eatag Ab o wher thim e e OTHES BRECT NS PERFORMANCE BUDGET YEAR
Toders Esaplerws LD \asiths Eabirpiie Yn BAVE  STPPLIMENTAL FEDATATE AL H0TAL A
LINE ETEMS MAY SIOG FADG LOGLE  OIHER OTHER  ROCRAM MEASURE -
SOT BE CEASCER EEQUEST  BEDOCTION  GORT aGENCY  FUGDG  BIDGET
Focd Yo w Frtiod B okt Pt oy Roquennd
cales S VLA SPECIAL PAYMINTY ESTIMATE
Trpe of Servae To Be Fanded JrRreE
Perfrmance Mesvwns Dviad Mtued ™ AT COSILIA T
et
Ares Jurrdirien Ty Be Serrund PNCRCRNIT O WX
Dar e Orgwaaton D Tastrmng Yo A RESTADN
Are st of (0 St vgptied oo brisg eond b pomray Sndesting dallinn Ve Na TR LI
Trpeof Prapod Nev Cwe-Tiew 0y Reseeal Supbmes | STEITS
- — — e TILITE)
B AfMrsmaties sod Skgsarare of Cortfiag Ofhoul: (Mark Apprepriss Bayes )| N7
§ 100 bl eabh s hars et e bebi 2 oy ol b appthatin v FO00
et b that aiioud cemb sty wih b bmaing BTV & DBISA
Y T ———
WETK AL MTTLES
WFLE STPuEs
0y wwr::nw sl o T enronte p I ol e abiors I:" LS PORTANIS TRAS TS
wpmbaacien [afion tat Be Do marin sed erimies nanead i O pplorhs ne
e and womrew e Mevtol BT laewindgy TR
IIMBID’A\([B!W
e Tuke POsTaE
PPRISTOVG SOTLCATIO
Same Priwad wr Toped T LT DEVIL OO
TNt 2urry B L
LLELS T
JCLEENT ACTIRTTIES
Lrvoming (frd Sgusen B Briewnd  dpgeend Doggeel  dbubed TN
Lncad askts My B RAST
EGIL v
Ay et IRORTYAL TS
dial
flacal Gort. Ak ATTACE TEMILATIN
[TOTAL XBECT CONTY
et avere ——
=i DEE &1C [Feh. 1997)
oot g —
B Jubss: CLUNTfIES
P For IEVH Dy O Penat 11 9300

BHOUE 00 v Eok 1)

BRIME 8 B Fob 19,

ition
‘015
31



MARYLAND |

. Fiscal Budget — Forms
e DHMH 432 D, E, F

ORLCIATER SCHEDULE OF EQUIPMENT COSTS
BRI AR MR FHGALTER _
TARD MR LR FOR D&M T3E OILT: RN mT;:'T;j.'I
U [0 [5E BLT: FUSDONG BUDGET
SCEENIE (6 S 6T SCHEDTLE OF CONSILTART COSTS ST OF MECELLSNEOUS EDUIPMENT 25T UMDER: 5500 EaCH
mm— LIST BELOW EACH ECUPMENT ITEM COXETING O'WER 5502
EIGHEST W | W
L N ' [ UECLAIRTIN [
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= Fiscal Budget — Forms

PURCHASE OF SERVICE

AR TES - - ANTICIPATED SOURCES OF FUNDING
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SERVICE VENDOR {e.g.. MRS, VISITS. ETC.} DHH TOTAL

SOURCES AMOUNT

[DHME AWARD

|DHMH SUPPLEMENT

LOCAL GON'T

[OTHER AWARD - FED, STATE OR PRIVATE AGENCY (SPECIFY)
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OTHER CLIENT FEE COLLECTIONS
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INSURANCE PRIVATE
ss]

(OTHER - IDENTIFY
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INTEREST

[ Total Fandiag (Manr Eipual Totd Custs in Tonsd Program Bedget o

Enlrlm Shest
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[FOTAL CASH PLLS IS RIND | ]

TOTAL AARNRAONRNEANENNY AAOCRREANROR NN
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Application Process

1. Contact MCF Coordinator for fund availability

a. Call (410) 767-6213 or emalill
sandra.buie-gregory@maryland.gov

D. If funds are available, then a grant number
will be provided to continue

c. If funds are unavailable, then further
Instructions will be provided

2. Complete MCF application
3. Submit signed Standard Grant Agreement

Prevention and Health Promotion Administration
July 2015
34



STANDARD GRANT
AGREEMENT

= Legal contract between DHMH &
Grantee

=« Provides proposed award period and
award amount

=« Schedule of fiscal reporting

« Signed by Health Officer & DHMH

= 3 copies
= Blue ink

- |
| MARYL.

| D p.\rungnl ancallll
a s v'n.

|||||||||
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Award Confirmation

« Award Letter
= 10 Health Officer & Program Coordinator
« Terms and Conditions
= Purchase Order

Prevention and Health Promotion Administration
July 2015
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A Fiscal Reporting

and Mental Hygiene

=« Forms include:

= Request for Payment and Report of Actual
Expenses
- DHMH Forms 437 and 438
- Submitted Quarterly

= Annual Report

« DHMH Form 440
- Due 60 days after grant end date

Prevention and Health Promotion Administration
July 2015
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Fiscal Reporting (cont.)

= Final Comprehensive Report
- Provides summary of grant activity
- Due 60 days after grant end date

Prevention and Health Promotion Administration
July 2015
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i e Wawa Gift Cards

« $10 Wawa gift cards for patients to be
used for transportation to and from
medical appointments

= Submit request to MCF Coordinator

Prevention and Health Promotion Administration
July 2015
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QUESTIONS?

MCF Coordinator
Sandra Gregory
(410) 767-6213
sandra.buie-gregory@maryland.gov

istration
July 2015
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